radiopaque, gutta percha points were incorporated in the final prosthesis. The major disadvantage with PMMA is its infection rate of approx. 5% mainly in patients with a history of simultaneous orbital infections and patients who had cranial reconstructions with a history of previous infections. In growing children, PMMA had limited use owing to its inert behavior and does not adapt to the changing craniofacial skeleton. Polyether ether ketone (PEEK) is a recently introduced material for cranioplasty, but its efficacy in cranial prosthesis is still a matter of research. Room temperature vulcanizing (RTV) silicone material was also used for the fabrication of the cranial prosthesis owing to its flexibility, lifelike appearance, and good surface texture. As face is the forefront of esthetics, so these prostheses can be easily shade-matched, which improves the esthetics of the patients and enhances the social acceptance. 3 , 5 -7 Titanium is already a well-established material for the fabrication of cranial prosthesis. It is a highly biocompatible material with very rare inflammatory reactions and low corrosion and toxicity rate.
The key advantage with titanium is its natural osseointegration factor, which helps in promoting active bone growth onto the implant surface. The Young's modulus of titanium is higher than that of natural bone which reduces the stress shielding. Titanium prosthesis requires prefabrication, which increases the cost and time. Intraoperative alteration of the prosthesis is often difficult and, owing to its high conductivity, discomfort may occur to patients in warmer climatic conditions. Titanium sheets of 0.61 mm thickness are adequate, which permit radiodensity in most radiographic studies. The tissue acceptance of the prosthesis is enhanced by anodization in a 10% sulfuric acid, 80% phosphoric acid, and 10% water solution. 3 , 8 Mopkar et al. 2 had rehabilitated a patient with a large frontal cranial defect with a heat-polymerized PMMA acrylic resin prosthesis. Mathew et al. 7 had reported a case of cranioplasty on the right forehead region following a surgical excision of tumor International Journal of Prosthodontics and Restorative Dentistry, Volume 9 Issue 2 (April-June 2019) 34 and rehabilitated with an RTV silicone prosthesis. Blake et al. 8 had reported a case of a blowout fracture with the loss of the right frontal bone. In this case, the patient was rehabilitated with an acrylic prosthesis but he was dissatisfied with the appearance; therefore, after 3 years, titanium cranioplasty was done. Gupta et al. 9 had presented a case of 15-year-old boy who had suffered extensive loss of the right cranium following a road traffic accident. The patient required rehabilitation of the right frontotemporal cranial anatomy and was managed using a custom-made heat-polymerized acrylic alloplastic implant. Joseph et al. 3 had reported a case of a large bony defect on the left side of the skull with no sensorineural dysfunctions and rehabilitated it with CAD/CAM system with a titanium prosthesis.
Recently, CAD/CAM-generated cranial prostheses have been introduced, which simplify the restoration of complex cranial defects, with reduction in time for intraoperative adjustments and reduce the risk of contamination. This prosthesis had its limitations owing to increased cost and nonavailability at many centers. In CAD/ CAM techniques, the imaging of the patients' cranial defect is done, and a PMMA/titanium prosthesis is made using a three-dimensional (3D) printer. 3D computed tomography (CT) and stereolithographic models evaluate the exact volume and contour of the defect and thus ensure the exact fit of the prosthesis.
